In his 1980 report Inequalities in Health1, Sir Douglas Black concluded that material deprivation played a major part in the poorer life expectancy and health of the working class, who made up a quarter of the population. This has been confirmed by subsequent research2. Equity is the cornerstone of the World Health Organization's policy of 'Health for All by the Year 2000'; and the European Region target to reduce differences by 25% is unlikely to be achieved in the UK. Over the past 15 years the health gap between rich and poor has widened; none the less the current Chief Medical Officer's 'Variations in Health' working group made no mention of health inequality3.
The determinants of health range from individual genetic make-up, age and sex to the socioeconomic, cultural and environmental conditions. Health is hard to measure, so indicators such as mortality rates, mortality ratios or life expectancy are used. Figure 1 shows standardized mortality ratios from the Longitudinal Survey, a 1% sample of the 1971 census followed prospectively. Regular surveys such as the General Household Survey (GHS, discontinued this year) have collected morbidity data. 
EXPLANATIONS FOR THE OBSERVED HEALTH INEQUALITY
Four explanations were suggested for the health inequality between social classes-artefact, natural selection, cultural and behavioural differences and material and social circumstances. Whitehead showed that the first three account for a very small part of the observed differences4.
In the UK, death rates at all ages are two to three times higher in social class V than in social class I, and life expectancy is about 8 years less. In the 1985 GHS, the proportion rating their health as poor was 9% in the highest income quintile compared with 35% in the lowest. There was a threefold difference in longstanding limiting illness5.
Inequitable access to health care had largely disappeared by the mid 1980s6, and, provided that the NHS survives, extra spending on health care would probably have little impact on health inequality. Interventions which have been shown in randomized studies to be effective are improvement of income levels, helping pregnant women to stop smoking, and supporting breast feeding; advice about diet and dental care improves dental health7.
The major causes of death in the UK are cardiovascular disease, cancer, respiratory disease, and, in the younger age groups, accidents and suicide. Although perinatal mortality rates have fallen, the differential between the upper and lower social classes has persisted ( Figure 2 ).
HOW COULD GOVERNMENT POLICIES REDUCE INEQUALITY IN HEALTH?
Lifestyle factors such as diet, alcohol intake and exercise, and environmental factors such as occupational safety, transport, and agricultural and food policies are areas where action could improve health. I propose five priorities for reducing health inequality. comes2. Educational attainment in the UK is lower than in many other OECD countries, and early school leavers are the people most likely to smoke, to become teenage parents, to fail to get a job and to remain unemployed. A strategy to provide alternative educational opportunities in the teenage years would improve the chance of reasonably paid employment and so provide health benefit in the long term9. A direct strategy is to improve education in health, sex and parenting. When we look at childhood death rates we find that a large part of the excess in social class V is due to accidents, both in the home and outside. Whilst some of this is due to poor environments, at least one study has shown that child safety can be enhanced by training plus loans for safety equipment10.
Sex education for both boys and girls would help teenagers to avoid early pregnancy by contraception. The Dutch policies have led to the lowest abortion rate in Europe, 5.6 compared with 14 per 1000 women aged 15-44 in England and Walesl1. The UK has a high rate of teenage pregnancy, largely extramarital. Perinatal mortality is excessive in this group and postponement of childbearing until the 20s would reduce the differential. Teenage marriages are also the most likely to end in divorce, so a lower rate of early marriage would reduce the number of children living in poverty and ill-health12. Table 1 . Although smoking does not explain all the excess mortality of the manual classes15, these deaths are premature and preventable.
The amount spent by government on anti-smoking messages is a fraction of the £1 13 million advertising budget of the tobacco industry. Some £10 million a year would be needed for media campaigns of the kind shown to be effective in other countries, with another £10 million for community-based follow-up programmes'7. Advice from health professionals has proved effective in randomized controlled trials and is relatively cheap-£270 per quality adjusted life year compared with £18 000 for a coronary artery bypass graft for someone with moderate angina'8.
The sale of cigarettes to children under 16 is illegal. The Children and Young Persons (Protection from Tobacco) Act, 1991 increased fines and made the sale of single cigarettes illegal, but enforcement demands commitment from hard-pressed local authorities. 14-16 years is the peak period for starting to smoke; very few start after age 20.
A ban on cigarette smoking in public places has been effective in discouraging smoking and this could be extended since it is accepted by most of the public, including smokers. Banning all tobacco advertising would cost little. In Canada, following a ban combined with increased taxation, tobacco consumption dropped 29% between 1984 and 1989, compared with a 5% drop over the same period in the UK17.
Increased taxation, although hitting the poorest hardest, should also reduce premature mortality.
In the 1992 GHS 46% of the unemployed smoked compared with 29% of those working. Only 20% of people over 60 smoke but young married couples with children and lone parents have rates of 50-70%, also exposing their children to risk. A ban on tobacco advertising, with a rise in taxation to cover the loss in revenue from decreased sales, would cost the government virtually nothing. CONCLUSION The policy that would reduce health inequality in a sustained way is an attack on poverty. This can be done by reducing unemployment, by embarking on a housing improvement programme and by increasing educational opportunities. These can be funded at an initial cost of about £2 billion, less than 1% of annual current government spending.
The policy that could have dramatic effect on health inequality at negligible cost to the government is a ban on tobacco advertising, enforcement of the legislation on tobacco sales to young people, and an increase in taxation on tobacco immediately, and yearly in line with inflation.
Thirdly, if we ensure that all schoolchildren have comprehensive sex education as part of the national curriculum in primary and secondary schools, with access to contraception for teenagers, we could expect teenage pregnancy rates to fall. This would have an impact on differential perinatal mortality and might improve health outcomes in those mothers' children in the future. None of these measures is likely to show an immediate result, but in the long term they could reverse the increase in health inequality and lay the foundation for a fairer, healthier Britain.
The new government has pledged not to raise personal taxes, but it is salutary to remember that of the £28.7 billion tax cuts made between 1978-1979 and 1991-1992, £480 million (1.7%) has gone to the 3.7 million taxpayers earning less than £5000 a year and £9500 million (33%) has gone to the 400 000 people earning over £50 000 a year. * Abolish the ceiling on National Insurance contributions for employees earning more than £430 a week; this cost the exchequer £3 billion a year * Restrict the personal tax allowance to 200/o for all taxpayers; this would raise £5-6 billion from the highest earners * Increase higher rate tax; each 1% would raise £330 million * Increase reliance on income tax and cut VAT, which affects the poor most severely
There are also radical measures such as paying mothers or carers a wage. These I have not discussed, though they could greatly benefit the poorest.
